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ABSTRACT
Haller, Josephine. M.S. The University of Memphis. December, 2010. “Assessing
Awareness of Local Nutrition Education Programs Among South Memphis’ Low
Socioeconomic Adults”.
Major Professor: Ruth Williams, MS, R.D., Ed.D.
Objective: To evaluate awareness of local nutrition programs in Memphis, TN in low
socioeconomic status populations.
Design: This study is a cross-sectional survey design evaluating the knowledge of
nutrition education resources available for low socioeconomic (SES) groups with
high nutrition related health risks.
Participants: 66 participants recruited at a local grocery store met low SES eligibility
criteria.
Results: Overweight and obesity prevalence in the sample population matched
national and state averages. 60% of the participants surveyed were aware of the Hope
and Healing Center in general, however; there was little awareness (40%) of the
nutrition education programs that they provide. 67% of participants reported that they
had no access to internet in their home.
Conclusions: Memphis’s low SES population showed to be at national averages for
overweight and obesity and a low awareness of health resources available can put this
population at a disadvantage for making nutrition and health changes.
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CHAPTER I
LITERATURE REVIEW
Introduction
As more Americans become overweight, food choices and nutrition education has
been brought to the forefront as a way to combat the many comorbidities of obesity. As
the American waistline continues to expand, it is important to assess the knowledge of
those at risk for obesity and their awareness of health promoting programs. Low
socioeconomic status (SES) in the United States has shown to present multiple barriers to
health information and care (1). The barriers of low SES affect attaining and applying
adequate nutrition knowledge (1).Nutrition education programs can work to increase the
public knowledge of a healthy nutritious lifestyle. In Tennessee, the obesity statistics are
staggering and urban Memphis has a large low-income population. This makes it very
important that the nutrition education services offered in Memphis to high risk, low SES
populations, are recognized and used by this target population. By making sure there is
knowledge of nutrition education services being offered, barriers associated with low
SES can hopefully be overcome.

Obesity Prevalence in the United States
The most recent study by the NHANES program of the National Center for
Health Statistics, Centers for Disease Control and Prevention, reported the prevalence
and trends in overweight (BMI 25-29.9) and obesity (BMI >30) among US Adults from
1999-2008. Data from 1999-2000 showed an increase in obesity in both men and women
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in all age groups, which continued the trend of rising rates of obesity since 1976 (2). Data
from 2001-2004 showed significant increases in obesity among men, but not among
women. A limited statistical power resulted in no significant changes seen in 2005-2006
(3, 4). The most recent data analyzed for the years 2007-2009 reported a significant
upward trend in obesity among men, but not for women. In the 2007-2008 year, the age
adjusted prevalence of obesity was 33.8%, with 32.2% among men, and 35.5% among
women (5). The prevalence of overweight and obesity combined in these recent years
was shown to be 68%, in men 72.3% and women 64.1% (5). Obesity prevalence varies
by racial and ethnic groups as well, as shown by the data analyzed by the Center for
Disease Control, for the years 2006-2008 (6). Blacks showed as having a 51% higher
prevalence of obesity, and Hispanics 21% higher, when compared with Whites
(6).Regionally, higher rates of obesity for Blacks and Whites were reported to be in the
South and Midwest, and among Hispanics, the Midwest, South and West had higher rates
than the Northeast (6).

Tennessee Obesity Prevalence
In 2007, the Centers for Disease Control and Prevention reported that out of 4.7
million adults in Tennessee, 37% are considered overweight and another 31% are
considered obese (7). Three in 10 adults report no leisure time physical activity and only
26% of adults eat fruits and vegetables at least five times a day (7) . The youth in
Tennessee are showing this same trend in that 18% are overweight and 17% are obese.
Only 18% of youth eat fruits and vegetables five or more times a day and almost half
drink at least one non-diet soda a day (7). This does not provide good groundwork for a
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healthy life as they age and complications of their weight manifest themselves. In
Tennessee, the medical costs associated with adult obesity were 1.8 billion dollars (7).
The 2006-2008 Behavioral Risk Factor Surveillance System of the Center for Disease
Control and Prevention reported that Black non-Hispanic had the highest BMI out of the
ethnic categories in the US. It was also reported that in Tennessee, the average Black-non
Hispanic BMI was listed at 38 (obese) with Hispanic populations at 36.7 (obese) and
White non-Hispanic at 27 (overweight) (8). Shelby County, TN, where Memphis is
located, is composed of 52% black persons, 44.5% white, and 4% persons of Hispanic or
Latino origin (9). Of the residents 25 years or older, living in Shelby County, 25% have a
bachelor’s degree or higher. The median household income is $44,373 and out of total
persons in the county, 20% have an income below poverty (9). A 2005 Behavioral Risk
Factor Survey of Shelby County and Memphis reported that over one fourth of residents
are obese (body mass greater than 30) and even more are overweight (body mass greater
than 25) (10). The rates of diabetes, high blood pressure and overweight exceed national
averages. Ninety percent of diabetes in Shelby County is Type 2 and the majority of
Shelby County residents are not aware of their body mass index (BMI) (10). Reacting to
these numbers showing high levels of obesity, Type 2 diabetes, and high blood pressure,
Shelby County has put programs in place to provide diet education and promote healthy
lifestyles. Memphis, the most urban area of Shelby County, is the main target of these
programs; however it is not known how widespread the knowledge of these programs is
among its residents.
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Barriers of Low Socioeconomic Groups in the US for Accessing Health Resources
Although health resources seem to be more accessible today than ever before, the
barriers to health and health care resources are very real among low SES populations.
Barriers related to insurance, costs, internet access, language and literacy have all been
shown to be significant deterrents to accessing healthcare. In a study by DeVoe et al.,
2,681 households enrolled in Oregon’s Food Stamp Program were given a questionnaire
asking about their child’s health insurance status, child’s access to various health care
services, demographic and family information, and an open ended question that asked “Is
there anything else you would like to tell us?”(1). The results showed that insurance
coverage was a primary concern and that parents were concerned about getting and
keeping health insurance coverage for both themselves and their children (1). Those who
were uninsured commented on the difficulty of obtaining insurance and frustration was
expressed about the restrictive criteria for continuous Medicaid enrollment. Secondly, it
was found that finding a provider as well as services was a “big challenge”. Many parents
felt unwelcome at medical practices or unable to obtain services because of the distance
needed to travel to obtain them. Lastly, the cost of care was seen as unaffordable, and
hesitancy to access care was expressed because of high deductibles, co-pays, and
prescriptions (1). Though insurance coverage was shown as the primary concern for
acquiring healthcare, accessing the needed services and cost proved to be just as large of
a barrier as getting coverage. Being unable to access services and providers may be
deterred slightly through online tools directed for health education. This technology can
promote self-care and healthy behaviors. However, barriers for technology do exist for
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those of low SES populations, as reported by Eng et al in the Journal of the American
Medical Association (11). This review stated that the people most likely to have health
problems and lack insurance coverage are also those least likely to have access to the
Internet or the skills to use it (11). Technology costs, literacy and language barriers are
prevalent among those of low SES. Most health related websites in the US are designed
for educated, literate, English speaking audiences. Reputable health websites are also
primarily written in English (11). Healthcare resources depend on the ability to
communicate effectively through spoken word and written word. According to a review
by Ku and Flores on interpreter services in healthcare, one in every ten household in
America primarily speaks Spanish in the home (12). This can obviously greatly affect the
literacy and overall language barrier experienced in the United States. A limited
proficiency in English can lead to inefficient care or understanding of health issues. A
survey of Latino parents mentioned in the review showed that language issues were the
single greatest barriers to healthcare access for their children (12). These barriers to
health resources and care can greatly affect a person’s ability to maintain a healthy
lifestyle and therefore interventions for healthcare and access should address these
barriers.

Low Socioeconomic Status and Nutrition Intervention
Persons of a lower SES that are unable to acquire healthcare may also have
limited access to nutrition and diet education (13, 14, 15). The assumption that lower
socioeconomic status correlates with poorer diet and in turn poorer health seems to be
widely agreed upon throughout the US (13, 14). In a systematic review by Darmon et. al,
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lower SES people consume more refined grains and added fats when contrasted with
groups of higher SES status (13). Such a diet tends to be energy dense but nutrient poor
leading to an overall poor diet (13). Similarly, as Darmon reports in a review of
numerous studies reporting micronutrient intake, lower SES groups had intakes low in
fiber, vitamin C, vitamin D, and folate (13). McLaren’s update of Sobal and Stunkards’s
review on the relationship between SES and obesity looked at the correlation between a
healthy diet and healthy body (14). In highly developed countries, associations were
drawn for both sexes and their body size. A negative correlation was seen with women
and body size, especially in those with a lower educational grade level (14). Though men
did not show a significant correlation with SES and body size, there was a prominent
pattern that showed that l education grade level related to a greater body size (14). With
an overall analysis of both sexes, education grade level was observed to have the greatest
negative correlation to obesity (14).
Corroborative findings were seen in a qualitative study by Dammann et al., where
fourteen 90-minute focus groups were conducted among low-income mothers
investigating their food choices and health beliefs (15). The study confirmed the previous
findings of higher rates of obesity in low SES, with over 75% of the participants being
overweight/obese (BMI > 25) (15). Many participants did not see a relationship between
their diet and health, and felt little motivation to eat a healthy diet. Obesity-related
diseases were seen as being genetic or metabolic in nature. Most did not show an
understanding of the relationship between certain diseases (such as hypertension,
diabetes, etc.) and the diet (15). An overall conclusion that was drawn from these groups
of low income mothers was that nutrition knowledge was “plagued with confusion”. This
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can attest to the lack of diet-disease knowledge and the need for educational interventions
on diet and health (15).
In summary, low socioeconomic status shows to be a risk factor for an unhealthy
lifestyle as well as possible incorrect beliefs about the relationship between diet and
health. Education programs may be able to help increase overall knowledge of health and
nutrition.

Education and Nutrition Intervention
Educational Interventions with Target Groups
Health programs targeted at people with high health risks and low SES may be
able to overcome the obstacles of lower SES status. Since educational level was shown to
have a strong negative correlation with obesity, health promotion programs may play a
pivotal role in educating people of lower SES. In a review of literature by Worsley,
nutrition education was seen as a possible tool to change dietary behaviors, especially
when knowledge gained can be relevant to a person’s particular lifestyle (16). For
example, touting highly priced organics or using an unrestrictive budget for food
shopping education, is not relevant knowledge for a low SES population, thus making
this education ineffective. When nutrition education was utilized by Klohe-Lehman et al
among obese and overweight low income women positive outcomes were seen (17). An
increase in nutrition knowledge was seen in both responders and nonresponders to the 8
week nutrition and physical activity weight loss intervention. Though there were nutrition
knowledge gains across the sample, those with greater nutrition knowledge before the
intervention and after experienced successful weight loss (17). The education of food
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choices that can lead to this weight loss can also create a greater awareness of portions
and servings. Sharma et al. examined the association between nutrition knowledge and
eating behavior in a large percentage of Mexican American adults (18). Nutrition
knowledge showed to be a strong predictor for eating behavior in all food groups except
for fruits and vegetables (18). However, Wolf et al. came to the opposite conclusion on
fruit and vegetable eating patterns among urban and mostly immigrant black men. Fruit
and vegetable consumption was shown to be far below national recommendation, but
increased consumption was significantly associated with greater knowledge of fruit and
vegetable recommendations (19). Out of the 490 men sampled in a cross-sectional study,
59.8% of the participants were not aware that eating a colorful variety of fruits and
vegetables is important (19). Conclusions drawn from this study state that greater efforts
are needed to educate nutrition recommendations among urban and immigrant black men
(19). With conflicting data about effectiveness of interventions within specific groups it
is necessary that those seeking nutrition education be able to find a variety of information
or programs that may be closely tailored to their respective lifestyle and culture.
Education Interventions through the Internet
Nutrition education not only needs to target certain groups but also should be far
reaching based on the fact that the more people who are educated, the better. However, a
challenge of many of these interventions or nutrition education programs, is reaching a
broader audience that is geographically diverse. Since obesity and a knowledge deficit
may be growing in the US, it is important to look at interventions with far-reaching
potential. Reaching a wide population that conveys a desire for education may be
difficult, but one-on-one education or small classes may exclude populations that cannot
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access services provided (20). Email and the internet are far reaching and can be used as
a tool for education. However, most online health resources average a high reading level
and navigating the internet can be confusing for people (20). Woodall et al. explored
utilization of email to promote the return usage of an online health education resource.
Adults throughout six rural counties in Colorado and New Mexico participated in the
randomized trial and were alerted via email about updates on the website (21). These
messages seemed to promote a modest short lived increase in the use of a nutritional
prevention website (21). More success with an online educational tool may come when
content is focused on the needs the specific population. Atkinson et al conducted a three
round process of constructing a user-centered website design for nutrition education (20).
The target audience for this site was limited income mothers in rural areas of the country.
By using feedback from potential users of the site, the educational information was
tailored to what the users were interested in learning (20). The study showed that despite
the barriers to technology use, low-income mothers were still excited with the website
and interested in the material designed for their needs (20). By tailoring information and
education to specific expressed needs of a population, greater knowledge gains and
adherence to a healthy diet may ensue. With greater knowledge gains in overall nutrition
and diet recommendations, an increase in healthy food choices and lifestyle behaviors
may be seen. Although the internet can be a powerful tool for nutrition education, these
studies prompted people to use them. Many people with a lower socioeconomic status
may be limited in their ability to access the internet in their home or may not know what
websites to access for nutrition information. It is important to understand a population’s
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knowledge of internet sources and if the most accurate websites on nutrition are familiar
to them.

Conclusion
With 1.8 billion dollars spent on obesity related diseases in Tennessee alone,
obesity intervention program messages cannot afford to fall on deaf ears. Low
socioeconomic populations are at the most risk for obesity and obesity related diseases
that will only continue to drive up healthcare costs. Nutrition education in adults is shown
to be a useful tool in changing dietary lifestyle. It is necessary that the population at risk
is aware of education programs or valid nutrition websites that they can access to increase
their knowledge and better their lifestyle behaviors. The purpose of this study is to assess
knowledge of nutrition programs available in Memphis, TN for populations of low
socioeconomic status.
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CHAPTER II
METHODS
Research Design
This study is a cross-sectional survey design evaluating the knowledge of
nutrition education resources available for low socioeconomic (SES) groups with high
nutrition related health risks.

Participants
Participants were adults 18 years or older living in Memphis, TN. To be eligible
for this study, participants had a self reported annual income of $36,000 or below and an
education level of a high school diploma or less. Subjects were recruited at a grocery
stores located on a Memphis Area Transportation Authority bus route that connects with
the 56 bus route. The 56 bus route has a stop at the Hope and Healing Center. By
distributing a survey at grocery stores along this bus line, the access to treatment barrier
can be controlled for.

Study Procedures
The survey was distributed at local grocery stores located by the 56 Memphis
Area Transportation Authority (MATA) bus route and its connecting route after consent
is received from store management. The survey was distributed in the front of the store
by the researcher, as well as an undergraduate assistant. Interested participants were
asked to complete the survey at the table in which it was being administered, when they
enter the grocery store. Upon agreement to take the survey, the participants then
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completed the survey themselves or they had the survey read to them. When the
participants completed the survey they had the option to enter into a drawing to win a $25
Visa gift certificate. The participants provided their name, address, and contact phone
number on their ballot, and the winner was mailed their gift certificate. The participants
also received a flyer for the Hope and Healing Center, with information on free
community classes, as well as, membership classes available to them. Contact
information for the Hope and Healing Center was also provided on this flyer.
Survey Development
The survey tool was created by the researcher and has five items asking about the
Hope and Healing Center. The participants were asked if they are aware of the Hope and
Healing Center, if they have utilized the nutrition programs at the Hope and Healing
Center; and if they have not accessed these, reasons why. The survey also had an area for
self-reported demographic information that includes income based off of the federal tax
brackets, age, gender, weight, height, race, highest level of education and access to
internet in the home. BMI was calculated based on self-reported height and weight
according to the CDC guidelines.
Statistical Analysis
Analysis was conducted with SPSS version 16.0 for Mac (“SPSS for Mac, Rel
16.0.1.” 2007). Descriptive analysis was used to determine frequencies and percentages
of people that are aware of Hope and Healing, that have utilized the nutrition resources,
those who have not, and the reasons they have not used these services. Body Mass Index
(BMI) was calculated based on self reported weight and height and percentage of
participants with access to internet was also described descriptively.
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CHAPTER III
RESULTS
Characteristics of Sample
The number of questionnaires completed by the sample population totaled 72. Out
of the 72 questionnaires, 66 were usable based on the socioeconomic status eligibility
requirements. The age range was between 18 and 75 years old, with a mean age of 38.3
and standard deviation of 14.4 years. The participants were predominantly African
American (93.9%; n = 62). Out of the 66 participants, 66.7% (n = 44) had an annual
income at 10,000 or below and 65.2% (n = 20) had a high school degree or less as their
highest level of education. BMI was calculated from the participant’s self reported weight
and height. BMI categories were split into ranges with “normal” being represented by a
BMI range of 18.5-24.9 kg/m2 and “Overweight/Obese” having a BMI between 25-50
kg/m2. Sixty-eight percent of participants were categorized as overweight or obese. The
total number of sampled participants that reported access to internet in their home was
31.8%. Table 1 lists the demographic characteristics of the study sample.
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Table 1. Self-reported demographic characteristics of study sample
Age mean (SD)

38.3 (14.4)

Race n (%)
African American
White
Other

62 (93.9)
1 (1.5)
2 (3)

Annual Income n (%)
44 (66.7)
20 (30.3)

10,000 and Below
10,000-36,000
Education n (%)
Less Than High School

6

(9.1)

High School Degree

37 (56.1)

Some College (No Degree)

23 (34.8)

BMI n (%)
Normal

20 (30.3)

Overweight/Obese

45 (68.2)

Internet in Home n (%)
No
Yes

44 (66.7)
21 (31.8)

Awareness of Hope and Healing and Use of Resources
Forty participants reported that they had heard of the Hope and Healing Center
(now known as the Church Health Center Wellness). Of these 40 participants, only 9
reported using the services offered (Diabetes Education, Weight Loss, Cooking Class,
14

and Other). Out of the 31 participants that did not use services offered at the Church
Health Center Wellness, 16 reported “I did not know the Hope and Healing Center
offered nutrition Education Class”. Seven participants reported “It is hard for me to get to
the Hope and Healing Center” with 3 participants selecting “I do not feel that I need
nutrition education” and 3 selecting “I do not have time to go to the Hope and Healing
Center.” Table 2 and 3 list the findings of participants’ awareness and use of resources at
the Hope and Healing Center.

Table 2. Awareness of the Hope and Healing Center and Use of its Resources
Question n (% participants)
Have you heard of the Hope and Healing
Center?
Yes
No

40 (60.6)
26 (39.4)

Have you ever used these nutrition
education programs?
Diabetes, Weight Loss, Cooking Class,
Other

9 (22)

I have not used any nutrition education
Programs

31 (76)

I did not know the Hope and Healing
Center offered nutrition education
classes.

16 (40)

It is hard for me to get to the Hope and
Healing Center.

7 (17.5)

I do not feel that I need nutrition
Education

3 (7.5)

I do not have the time to go to the Hope
and Healing Center

3 (7.5)
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Interest in Nutrition Education Services
When participants were asked if they would like to learn more about the nutrition
education services available to them at the Hope and Healing Center, 59 participants
(89.4%) answered “yes”. The program that most interested the participants was the
cooking class, with 29 responses, next was the weight loss with 24 responses, and
diabetes class had 22 responses. An “other” box was available for the participants to
respond with any other nutrition education interest, in which two responses were given.
They were “anything about nutrition” and “heart health”. Interest in nutrition education
services is listed in Table 4.

Table 4. Interest in Nutrition Education Services
Question n (% total participants)
Would you be interested in learning more
about the nutrition education services?
Yes

59 (89.4)

No

7 (10%)

Which programs would you like to learn
more about?
Cooking Class

29 (43.9%)

Weight Loss

24 (36.4%)

Diabetes Class

22 (33.3%)

Other

4

16

(6.1%)

CHAPTER IV
DISCUSSION

Hope and Healing Center
The Hope and Healing Center is part of the Church Health Center (CHC) in
Memphis, TN. Recently, Hope and Healing, changed its name to the Church Health
Center Wellness to provide clarity on its connection with the CHC. The CHC is a nonprofit health and wellness clinic founded Dr. Scott Morris, a family practice physician
and ordained United Methodist minister, in 1987. The mission of the CHC was to provide
quality, affordable healthcare for working, uninsured people and their families. Currently,
the CHC cares for 70,000 patients without the assistance of government funding. Fees are
charged on a sliding scale based on income. The average visit costs about $20. The Hope
and Healing Center, as an extension of Church Health, was created to provide health
education and prevention. CHC Wellness is open to the entire community with fees
charged on a sliding scale based on family size and income, however there are classes
offered to the community free of charge. Hope and Healing offers a variety of health and
wellness classes such as cooking class, diabetes education classes, weight loss programs
run by a registered dietitian, exercise classes and many more health educational services.
The services that are provided by the Hope and Healing Center specifically target low
SES populations in an area of the country and state with a large percentage of overweight
and obesity rates. This center has a MATA bus route that goes straight to its doors
providing wide accessibility to many areas of Memphis. The Hope and Healing Center is
an ideal health program for overweight, low SES population and therefore this study

17

looked at the awareness of the center among the population in greatest need of its
services.
Overweight and Obesity Prevalence
In this study, the percentage of participants overweight or obese was 68.2% which
matches the CDC report of American overweight and obesity at 68% (4). This number is
also consistent with the Tennessee’s statistics for BMI, which reported that 37% of the
population is considered overweight and another 31% are considered obese (7). The
population sample in this study was 93.9% African American, which is shown to be the
race with the highest prevalence of obesity; 51% greater when compared to
White/Caucasian in America (6). Regionally, Memphis is located in an area of the
country with the highest rate of obesity (6). These two components of race and region put
this study’s sample population at one of the highest risks, or prevalence, of obesity in the
country.
Low socioeconomic status is also a well researched component of the
overweight/obesity trend in America. Darmon et. al. reviewed that low SES populations
had diets that were energy dense and nutrient poor, while McLaren found that education
correlated negatively to obesity (13, 14). This study’s requirements allowed only those
with an annual income less than $36,000 based on the income tax brackets, and those
without any type of college degree, both 2 yr and 4 yr, to be evaluated. The percentage of
overweight and obesity in this study was consistent with the past research since over half
of the sample was found to be at a BMI above normal.
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Awareness and Use of Health and Nutrition Resources
The main concern relating to health among low SES populations, in the study by
Devoe et al., showed to be obtaining insurance, as well as, finding a provider (1). The
Hope and Healing Center accommodates those without health insurance and can provide
health information and care at a cost effective rate for that individual. For this reason,
health insurance coverage was not asked for, and instead, the awareness of the Hope and
Healing Center was asked. The awareness of Hope and Healing showed to be 60.6%.
Eng et. al. addressed the accessibility to the internet amount low SES populations,
and that people with health problems and lack of insurance are the least likely to have
access to the Internet or the skills to use it (11). The internet has become a vital tool in
accessing information, especially on health and health resources. The internet would
allow for this study’s population to easily find the phone number, address, directions,
mission of the Center, and list of services offered. When asked among those who had
heard of the Hope and Healing Center, only 9 people (22%) had used the nutrition
education. Of those that did not use the services, the main reason reported was that they
did not know the nutrition education classes existed. Overall, 66.7% of the total
participants in the study reported that they did not have access to internet in the home.
Since internet is now the main route for information sharing, low SES populations may
be “out of the loop” on the services available to them or how to access them. The interest
for nutrition education was present in this study’s sample, with 89.4% reporting that they
are interested in learning more about the nutrition education services available at the
Hope and Healing Center. To include low SES populations on the most current
information available to them, various marketing strategies should be considered. Instead
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of using the internet, it would be advantageous for the Hope and Healing Center, and
similar organizations, to market on buses, bus stops, through local grocery stores,
churches, and word of mouth. Word of mouth marketing can be achieved by instituting a
referral service, in which Hope and Healing members get incentives to bring in new
members or visitors to the facility.
Accessibility in terms of available transportation to health care providers was also
reported as a barrier to obtaining health services (1). For this reason, the study was
conducted on a Memphis Area Transportation Authority bus route that has a connection
with the bus going directly to the doors of the Hope and Healing Center. A survey was
not able to be conducted in a store in the route of the direct bus line because of
supermarket corporate restrictions and also because the neighborhoods would not yield a
consistent traffic of the desired population. Therefore, it can be assumed that the
participants taking this survey also have access to the bus lines, and therefore the Hope
and Healing Center. The bus route needs to not only be understood by the city’s
inhabitants but also by the charities and organizations that target low SES populations.
By understanding the bus route, it may allow for the organizations to reach out to more
people by providing directions for public transportation to facilities.
Potential Areas of Nutrition Intervention
Darmon et al. reported that low SES populations consume more refined grains
and added fats when contrasted with groups of higher SES status (13). The last question
of the survey had the participants check off which classes they were most interested in
learning more about. The highest number of responses were for the cooking class, with
weight loss and diabetes class following. The cooking class at the Hope and Healing
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Center not only teaches various healthy meals to cook but also shows how healthy food
can be cost effective and easy to make. With the diets of low SES populations being
shown as low in nutrients such as fiber, vitamin C, vitamin D and folate, a healthy
cooking class is an ideal intervention and one that is shown to be in the most demand.
Diabetes education had the least amount of responses, and this may not be an accurate
representation for a demand for classes, since it can be assumed that not everyone that
took the survey had diabetes. Since Type II diabetes is usually present in many family
members, people may not feel the need or the urgency to go to a class and learn more
about their disease. People who have a parent or sibling with Type II may instead rely on
the family’s advice and not a professional opinion. This can contribute to a lack of
demand for diabetes education class.
Limitations and Future Research
A limitation of this study is that the surveys were conducted in one grocery store
in south Memphis. If various grocery stores in different low SES neighborhoods were
conducted, it may be more indicative of the awareness of the Hope and Healing Center as
well as the desire for nutrition education. Another limitation of this study was the small
sample size. There were 66 total participants out of 72 surveyed that met the low SES
requirements. A larger sample size in combination with a varied geographical approach
may depict a better picture of the awareness of resources. Also, with different areas
surveyed as well as a larger sample population, a better depiction of classes desired,
whether it be weight management, cooking, diabetes class or other, can be seen. Self
reported weights and heights may not be accurate, and therefore the percentage of
overweight and obesity may not be completely representative of the sample population.
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Future research can be done to look at the different avenues of communicating with low
SES populations to increase awareness of the health services available to them in their
community. Marketing strategies can be assessed for the effectiveness of increasing
awareness of health resources.
Conclusion
The results from this survey reflect the national and state averages for overweight and
obesity in Memphis, TN. Memphis’ low SES population shows a considerable need for
health interventions, and therefore it is necessary to assess what resources the population
is familiar. The Hope and Healing Center, in Memphis, TN, provides community wide,
low or no cost health interventions to the community. Though 60% of the participants
recognized the Hope and Healing Center’s name, 40% of those people were not aware
that nutrition and health education was available to them. A useful and effective means of
increasing awareness of programs is through the internet, however, this method would
not be indicated, since approximately 68% of the sample population do not have access to
internet in their home. Since a limitation to accessing health resources is lack of
transportation, this study controlled for the factor by surveying at a local grocery store
located on Memphis’ public bus transportation system. Though a larger sample in various
areas would better assess the awareness of resources available to the community, future
research should be done in more low SES areas with access to public transportation.
Effective marketing of the resources can be done based on the population’s profile and
access to internet.
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Appendix A: Hope and Healing Awareness
1.

Have you ever heardQuestionnaire
of the Hope and Healing Center (Now known as Church Health Center Wellness)?
□ Yes

□ No

(If no, please go to question 4)

2. If yes, have you ever used these nutrition education programs?
□ Diabetes Education
□ Weight Loss
□ Cooking Class
□ Other :
□ I have not used any nutrition education programs
3. If you have not used the nutrition education programs, please check the reason why you have not.
□ I did not know the Hope and Healing Center offered nutrition education
□ I do not feel that I need nutrition education
□ I do not have the time to go to the Hope and Healing Center
□ It is hard for me to get to the Hope and Healing Center
□ Other:_________________________________________
4. Would you be interested in learning more about the nutrition education services available to you at the Hope and Healing
Center?
□ Yes
□ No
5. Which programs would you like to learn more about?
□ Diabetes Education
□ Weight Loss
□ Cooking Class
□ Other :
□ I am not interested in learning more about these programs
------------------------------------------------------------------------------------------------------------------Age:

Gender: M

F

Height:

ft

in

Weight:

lbs

Race:
□ African American
Annual Income:
□ $10,000 and below

□ White/Caucasian
□ $10,000-36,000

What is your highest level of education?
□ Less than High School □ High School
Do you have Internet in your home?
□ Yes
□ No

□ Hispanic
□ $36,000-67,000

□ Some college (no degree)

□ Other

□ $67,000 and above
□ College degree (2yr, 4yr)

You, the participant, volunteered to participate in a research study assessing the awareness of local nutrition
education programs available in Memphis, TN as part of graduate research at the University of Memphis.
Participation in this survey is voluntary and information collected will be confidential. The records of this study will
be kept private.
_____________________________________________________
Participant Signature
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______________
Date (mm/dd/yy)

Appendix B: Hope and Healing Flyer
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Appendix C: Gift Card Ballot

Enter to win a $25 Visa Gift Card!!!
Name:__________________________________________
Address:_________________________________________
__________________________________________
Phone Number: __________-_______________-____________
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